Further definitions of some different facets of interoception.

Interoceptive attention (IAtt): The ability to direct attentional resources towards the source of internal
body sensations. [Att can be captured (i.e., triggered involuntarily) in a stimulus dependent, ‘bottom up’
manner, or directed purposefully in a ‘top down’ manner.

Interoceptive Detection (ID): Interoceptive detection is the ability to detect the presence or absence of a
stimulus. It is a binary variable, similar to detection of a light source when it is switched on or off, or a
judgment about whether a river is flowing or not.

Interoceptive magnitude (IM): Interoceptive magnitude reflects the intensity with which an internal
bodily event has occurred. IM is therefore a stimulus parameter reflecting the amount of signal. It is a
continuous variable, e.g., reflecting how much dyspnea is present, and is typically gauged from
subjective reports from the individual.

Interoceptive Discrimination (IDisc): Interoceptive discrimination is an individual’s ability to localize
interoceptive sensation within a specific physiological system and to differentiate it from non-
interoceptive sensations. It often requires the ability to localize sensations to specific regions within the
body (as opposed to elsewhere inside the body), or relative to an external signal. Examples include the
ability to distinguish a feeling of fullness after a meal from an irritating cough, or from the noise of a
television in the background. IDisc may also require the ability to separate different sensations from
within the same interoceptive source, for example, as occurs when swallowing a food bolus (proximal
vs. distal esophageal sensation and subsequent gastric deposition).

Interoceptive Accuracy (IAcc): Interoceptive accuracy is the ability to the ability to precisely and
correctly monitor changes in internal body state. [Acc is synonymous with interoceptive sensitivity, and
it has been the most commonly studied facet. Typical approaches involve the simultaneous measurement
of an objective marker (e.g., heart rate, degree of inspiratory breathing load), the subjective experience
of the individual (e.g., counted heart rate, detection or intensity of breathing difficulty), and subsequent
calculation of the relationship between them. Subjective variables may be dichotomous (e.g., sensation
present or absent, as in ID) or continuous (e.g. how intense the stimulus is, as in IM, or IDisc). The
interoceptive stimuli that are attended to may be discrete and abrupt (as in the heartbeat) or continuous
and prolonged (as in gut or bladder fullness). IAcc necessarily depends upon [Att given the reliance on
attentional mechanisms for generating accuracy estimates. Common examples of [Acc measurements
include: 1) d’ for heartbeat detection tasks (a signal detection metric (1, 2, 3), cardiac error score for
heartbeat counting tasks (4, 5), 2) cross correlations between heart rate and dial tracings of perceived
intensity following adrenergic infusion (6, 7), 3) percent accuracy for detection of breathing occlusion
(8), 4) intraclass correlation between bladder volumes and urinary urge (9) and 5) cross correlations
between respiratory trace and slider tracings of the perceived phase and depth of respiration (10).

Interoceptive Self-report (ISR): Interoceptive self-report is the ability to reflect upon one’s
autobiographical experiences of interoceptive states, make judgments about their outcomes, and describe
them through verbal or motor responses. It is most commonly assessed experimentally using instruments
or scales (11, 12, 13, 14, 15) but it may also be assessed by asking questions about personal observations
related to task performance. For example, in a study in which experienced meditators did not have
different .. on a heartbeat detection task, they exhibited differences in Isg, reporting that the task was
easier and their performance was improved relative to nonmeditators (16). In another study,
performance on a heartbeat counting task was positively correlated with self-reported confidence
estimates only in individuals with high but not low interoceptive accuracy scores (Garfinkel et al.,
2015). There are likely to be many other constructs that can be identified within this level. For example,
it may be possible to investigate dissociations between an individual’s self-report of their interoceptive
experiences versus their partner report (e.g., someone who knows the participant well and has had
regular opportunities to interact with and observe them in a variety of situations, an approach that has
been utilized for neurological samples (17)). Accordingly, the self-report component may be viewed as
one of the most complex facets of [A.
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